The evaluation of incidentally detected symptomless microhaematuria in schoolchildren is controversial. Some authors advocate varying numbers of immediate tests, while others recommend investigations only in cases who develop systemic symptoms or signs, or a decline in renal function. The objective ofthis study was to estimate the extent to which this uncertainty affects the declared habits of practising physicians. A sample of 16 family physicians, 42 primary care paediatricians and 26 full-time hospital-based paediatric nephrologists in Israel were asked to complete a survey using a written case of a hypothetical eight-year-old boy with incidentally detected symptomless microhaematuria. Responses were received from 16 (100%), 18 (43%) and 18 (69%), respectively. The mean number of requested tests, other than follow-up examination of the urine, were 1.5 (range 0-5) for family physicians, 2.5 (1-5) for primary care paediatricians and 5.3 (2-12) for paediatric nephrologists, at an average
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The evaluation of incidentally detected symptomless microhaematuria in schoolchildren is controversial. Some authors advocate varying numbers of immediate tests, while others recommend investigations only in cases who develop systemic symptoms or signs, or a decline in renal function. The objective ofthis study was to estimate the extent to which this uncertainty affects the declared habits of practising physicians. A sample of 16 family physicians, 42 primary care paediatricians and 26 full-time hospital-based paediatric nephrologists in Israel were asked to complete a survey using a written case of a hypothetical eight-year-old boy with incidentally detected symptomless microhaematuria. Responses were received from 16 (100%), 18 (43%) and 18 (69%), respectively. The mean number of requested tests, other than follow-up examination of the urine, were 1.5 (range 0-5) for family physicians, 2.5 (1-5) for primary care paediatricians and 5.3 (2-12) for paediatric nephrologists, at an average cost of NIS 408 (US$ 136), NIS 454 (US$ 151) and NIS 860 (US$ 286), respectively.
There was also a marked variability within subspecialty groups, so that some family physicians recommended more tests at a higher cost than some of the paediatric nephrologists. There was a marked and unexplained variability within and among the three groups of respondents regarding the extent of the evaluation. The main reason for this variability is probably the uncertainty about the scientifically appropriate way to approach this condition in a symptomless child.
Keywords: haematuria; variability in clinical practice Recognition of variation is fundamental in quality control, and industrial experts have already developed principles and techniques for quality improvement based on a rigorous analysis of variation in outcomes and processes. It has been suggested that these principles may also be applicable in healthcare.'
There are indeed marked, unexplained, variations between geographic areas in hospitalisation rates, expenditures for physicians' services and utilisation of surgical procedures. Urinary calcium/creatinine ratio 79
Sickle cell preparation* *The inclusion of sickle cell preparation is recommended only for selected populations, and may be omitted if the patient has been screened before.
The objective of this paper is to estimate the extent to which this uncertainty has affected the declared habits of practising physicians. We hypothesized that a significant variability would be detected in the recommended approach of family physicians, ambulatory paediatricians and paediatric nephrologists to IMH.
Methods

STUDY POPULATION
The surveyed practitioners were family physicians, who participated in a continuing education programme in Beer Sheva (n= 16), primary care paediatricians in nine randomly selected out-patient facilities throughout Israel (n=42), and full-time paediatric nephrologists in eight hospitals in Israel (n=26). The continuing education programme did not include nephrology and was unrelated to the subject of the survey. The participants were asked to indicate the test(s) they would recommend for the case presented in box 1. The family physicians were approached personally, while the primary care paediatricians and paediatric nephrologists were contacted by mail, and reminded to respond during a professional meeting. Responses were received from 16 (100%), 18 (43%) and 18 (69%), respectively.
INSTRUMENT
A self-administered questionnaire (box 1), consisting of a hypothetical case of IMH in an eight-year-old boy, was used in the study and returned without identification. The The significance of the differences between subspecialty groups was estimated by the Euclidean Distance Function (EDF) Statistics.'7 Unlike the 'classical' statistical methods that use the mean and standard deviation, the EDF makes use of the median and average pair-wise deviations. Unlike the mean, the median is not affected by extreme outliers, and therefore its use avoids the usual distortions of the geometrical visualisation of the results of the least squares statistics.
Results
The mean number of requested tests, other than follow-up examination of the urine were 1.5 (range 0-5) for family physicians, 2.5 (1-5) for primary care paediatricians and 5.3 (2-12) for paediatric nephrologists, at an average cost of NIS 408 (US$ 136), NIS 454 (US$ 151) and NIS 860 (US$ 286), respectively (p < 0.0001) (table 2). There was also a marked variability within subspecialty groups, so that some family physicians recommended more tests at a higher cost than some of the paediatric nephrologists (table 2) . Still, the respondents to this survey appeared to agree on several areas. Most of them favoured sonography, but not invasive examinations. None of the 52 respondents ordered an intravenous pyelography, a radionuclear scan of the kidneys or kidney biopsy. Urine cultures were recommended by three family physicians, only one respondent recommended urologic referral for Symptomless microhaematuria in schoolchildren 
